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NOTICE REGARDING MEDICARE PART D – CREDITABLE OPTION 

Ballard Management Inc. 
Benefits Contact Information

Benefits administered by The Vitolo Company
206-287-0059

United Healthcare
800-896-4830

www.myuhc.com/member

United Healthcare
800-896-4830

www.myuhc.com/member
Vision

If you need benefit information not found in this guide or assistance with specific claims, feel 
free to contact your insurance carrier or register on their website. For help with escalated claims
issues or if you have further questions, please reach out to your HR contact.

Medical

Dental

The employer medical plan offers creditable coverage. Therefore Medicare-eligible employees will not have to buy 
a Medicare Part D supplement for prescription drugs, nor will they be subject to the 1% per month late enrollment 
charge assessed by Medicare for purchasing Part D at a later date. 

United Healthcare
800-357-0978

www.myuhc.com/member
Group #:

Group #:

914170

914170

914170Group #:
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Paycheck Total

Employee Only $55.70 $4.06 $3.51

Employee & Spouse $55.70 + $203.81 $259.51 $16.82 $6.67

Employee & Child(ren) $55.70 + $133.66 $189.35 $22.20 $7.82

Employee, Spouse, & Child(ren $55.70 + $337.12 $392.82 $34.02 $11.01

Employee cost for employee-only medical coverage will not exceed 9.83% of gross income.

Medical
Cost

$55.70

Voluntary
VisionDental

Premium Rates 
Ballard Management Inc. contributes 75% to employees' medical and dental premiums, 
and 25% to your eligible dependents' medical and dental premiums.  You are responsible 
for voluntary vision premiums.

Below is your share of premiums per pay period.
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See a doctor 
whenever, wherever. 
Get 24/7 access to care from anywhere 
in the United States with Virtual Visits. 
A Virtual Visit lets you see a doctor from 
your mobile device or computer 
without an appointment. 

* 

Seeing a doctor just got easier. 
Choose from an Amwell®, Doctor On Demand™ or Teladoc® network provider and pay 
$50 or less for the visit. All 3 Virtual Visits provider networks are covered under your 
health plan benefits. 

** 

Tips for registering: 
1 

2 

3 

4 

For Virtual Visits access or to find out more, download the Amwell, Doctor On Demand
or Teladoc mobile apps today. 

***   

Locate your member ID number on your health plan ID card. 

Have your credit card ready to cover any costs not covered by your health plan. 

Choose a pharmacy that’s open in case you’re given a prescription.† 

To learn more or start a Virtual Visit, go to uhc.com/virtualvisits or myuhc.com®. 

*Data rates may apply. 

** The Designated Virtual Visit Provider’s reduced rate for a virtual visit is subject to change at any time.  

***   Doctor On Demand does not support any version of Internet Explorer®. 

†Certain prescriptions may not be available, and other restrictions may apply. 

All trademarks are the property of their respective owners.  

Virtual Visits and video chat with a doctor are not an insurance product, health care provider or a health plan. Unless otherwi  se required, benefits are available only when services are delivered through a Designated Virtual  
Network Provider. Virtual Visits are not intended to address emergency or life-threatening medical condit  ions and should not be used in those circumstances. Services may not be available at all times or in all locations.  

Health plan coverage provided by or through UnitedHealthcare Insurance Company, UHC of California and UnitedHealthcare Benefits Plan of California. Administrative services provided by United Healthcare Services, 
Inc., OptumRx or OptumHealth Care Solutions, Inc. Behavioral health products are provided by U.S. Behavioral Health Plan, California (USBHPC). 

Facebook.com/UnitedHealthcare Twitter.com/UHC Instagram.com/UnitedHealthcare YouTube.com/UnitedHealthcare 

B2C 9348202.0 10/19 ©2019 United HealthCare Services, Inc.  19-13886 
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The plan. 
The possibilities.

I like  
what I see.

Go anywhere  
in our network.

Choosing SelectWashington 
means you get access to hospitals 
and medical centers in these 
medical groups:  

• Tier 1:
o The Everett Clinic
o The Polyclinic
o Vancouver Clinic
o Northwest Physician

Network
• Tier 2: Choice Plus Network

Visit welcometouhc.com/selectwa 
for the complete network list.

Get more from 
your health 
plan with Tier 1 
Providers.

Get to know SelectWashington 
from UnitedHealthcare.
The SelectWashington Plan sets its sights on delivering more benefits and a simpler experience. 

* The Designated Virtual Visit Provider’s reduced rate for a virtual visit is subject to change at any time.

Lower out-of-
pocket costs.
• $0 copays for Tier 1 PCP 

visits.
• $0 copays for Virtual Visits.*
• Rideshare credits to and

from appointments. 

A streamlined 
experience.
• Easier ways to find a doctor.
• Online tools to help you get

familiar with your plan.
• Get rewards for completing

certain health actions.

Greater access to 
care.
• 24-hour online doctor visits.
• No referrals needed to see

network specialists.
• Get on-demand health

care services with
DispatchHealth.

SelectWashington
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More benefi ts that are part of the plans.
UnitedHealthcare’s digital tools and online resources help make managing your health — and health plan — easier and 
more convenient. Here are just a few examples of what’s included.

myuhc.com® is your 
personalized health hub. 

Find a doctor, manage your 
claims, estimate costs 

and more. 

Use the UnitedHealthcare® app to 
fi nd nearby care, video chat with a 

doctor 24/7, view claims and access 
your health plan ID card. You can 
even log on easily with Touch ID®.

Access your 
plan easily.

Get on-the-go 
access.

We’re here to help. 

HEALTH PLAN DETAILS SelectWA

Network coverage only
You can save money when you receive care for covered benefits from network providers.

In and out-of-network benefits
You may receive care and services from providers and facilities in and out of our network,
but staying in network can help lower your costs.

Primary care physician (PCP) required
With this plan, you need to select a PCP — the doctor who plays a key role in helping
manage your care. Each enrolled person on your plan will need to choose a PCP.

Referrals required
You’ll need referrals from your PCP before seeing a specialist or getting certain health
care services.

Pharmacy benefits
Order up to a 3-month supply of medications you take regularly and have them delivered
right to your home.

Tier 1 providers
Using Tier 1 providers may bring you the greatest value from your health care benefits.
These PCPs and medical specialists meet national standard benchmarks for quality care
and cost savings.

$0 Copay
Select a Primary Care Provider from the area's leading Tier 1 doctors and pay $0 
copays for many covered services.

With Rally®, you get 
personalized support designed 
to help you achieve your health 

goals — and you can earn 
rewards along the way.

Have fun and 
get healthier.

Get care with Virtual Visits —
anytime, anywhere — on your 
mobile device* for medical 

conditions like pinkeye, 
the fl u and more. 

*Data rates may apply

Connect with a 
doctor now.

1-844-368-6881

It’s all in 
the details. Let’s 

break it 
down.

Review your health plan.
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To help you understand your plan, here’s a couple of important terms to 
know:
A copayment (copay) is a fixed amount you pay for a covered health service, usually at the time of service.  
Copays count toward your out-of-pocket limit, but not toward your deductible amounts.

Coinsurance is your share of the costs of a covered health care service, calculated as a percentage of the  
allowed amount for the service. You start paying this percentage after you meet your deductible.

Find a doctor.

HEALTH PLAN
SelectWACOMPARISON

MEDICAL COPAYS Out-of-Tier 1 Network NetworkAND COINSURANCE

Doctors and Specialists
Preventive Care Visit $0 NA
Primary Care Visit (illness or injury) $0 $25 50%*
Virtual Visit (online doctor) $0 NA
Urgent Care Visit $50 50%*
Specialist Visit $45 50%*

Emergency Care
Emergency Room
Emergency Transportation 20%* 20%*

Other Care
Mental Health Visit (outpatient) $0 50%*
Mental Health Visit (inpatient) 20%* 50%*
Surgery — Outpatient 20%* 50%*

HomeRetail Out-of- Deliveryup to 31-dayPHARMACY COPAYS Network up to 90-daysupply supply

Prescription Type

Tier Level 1 $15 $15 $37.50

Tier Level 2 $30 $30 $75

Tier Level 3 $50 $50 $125

DEDUCTIBLES AND
OUT-OF-POCKET LIMITS Network Out-of-Network

Deductible Amounts: The amount $1,500 $3,000of health costs you’re responsible Individual Individualfor before the plan starts sharing $3,000 Family $6000 Familycosts.

Coinsurance Amount — Once
you’ve reached your deductible 20% 50%amount(s), the percentage you’ll
pay for health costs is:

Out-of-Pocket Limits: The total $4,000 $8,000amount of health costs you’re Individual Individualresponsible for before your portion $8,000Family $16,000 Familyof the coinsurance changes.

Coinsurance Amount — Once
you’ve reached your out-of-pocket 0% 0%limit(s), your portion of the
coinsurance will be:

This information does not replace your official health plan documents. Please see your official health plan documents for all coverage details, including limitations 
and exclusions.
* After deductible has been met.

welcometouhc.com/selectwa

$150 then 20%
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The Summary of Benefits and Coverage (SBC) docum ent will help you choose a health plan. The SBC show s you how you and the plan would share 
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-866-633-2446 or visit 

welcometouhc .c om . For general def init ions of common terms, such as allowe d amount, balanc e billing, coinsuranc e, copayme nt, deduc tible, provider, or other under lined 

terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc -glossary / or call 1-866-487-2365 to request a copy. 

Summary of Benef its and Coverage: What this Plan Covers & What You Pay For Covered Servic es Coverage Period: 04/01/2021 – 03/31/2022 

                                           Select Plus BTLE Mod / I1X Coverage for: Family | Plan Type: POS 
 

 

Important Questions Answers Why This Matters: 

 
What is the overall 

deductible? 

Network: $1,500 Individual / $3,000 Family 

Out-of-Netw ork : $3,000 Individual / $6,000 Family 
Per policy year. 

Generally, you must pay all of  the costs from providers up to the deduc tible amount 

before this plan begins to pay. If you have other family members on the plan, each 

family member must meet their own individ ual deduct ible until the total amount of 
deduct ible expenses paid by all family members meets the overall family deduc tible . 

 
Are there services 

covered before you meet 

your deductibles? 

 

Yes. Preventive Care Services and categories with a 

copay are covered before you meet your deductible. 

This plan covers some items and services even if you haven’t yet met the annual 

deductible amount. But a copayment or coinsurance may apply. 

For  ex ample,  this plan c ov ers c er tain prev entiv e serv ic es without  c ost- shar ing and  
bef ore y ou meet y our deduct ible . See a list of c ov ered prev ent iv e serv ic es at www. 

healthcare.gov/coverage/preventive-care-benefits/. 

Are there other 

deduct ibles for specific 
services? 

 
No. 

 
You don’t have to meet deductibles for specific services. 

What is the out-of -pocket 

limit for this plan? 

Network: $4,000 Individual / $8,000 Family 

Out-of-Netw ork : $8,000 Individual / $16,000 Family 

Per policy year. 

The out-of-pock et limit is the most you could pay in a year for covered services. If  

you have other family members in this plan, they have to meet their own out-of- 

pocket limits until the overall family out-of-pocket limit has been met. 

What is not included in 
the out-of-pocket limit? 

Premiums, balanc e-billing c harges, health c are this 
plan doesn’t  c ov er and penalties f or f ailure to obtain 

preauthorization for services. 

Even though you pay these expenses, they don’t count toward the out-of-pock et 
limit. 

 
 
Will you pay less if you 

use a netw ork provider? 

 
 
Yes. See myuhc.c om or call 1-866-633-2446 for a list 

of network providers. 

You pay the least if you use a provider in the Designated Network. You pay more if you use 

a provider in the Network. You will pay the most if you use an out-of-network provider, and 

you might receive a bill from a provider for the difference between the provider’s charge and 

what your plan pays (balance billing). Be aware, your network provider might use an out-of-

network provider for some services (such as lab work). Check with your provider before you 

get services. 

Do you need a referral to 

see a specialist? 
No You can see the specialist you choose without a referral. 

Page 1 of 7 
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* For more information about limitatio ns and exceptions, see the plan or policy document at welcometouhc.c o m. Page 2 of 7  

    All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

 
Common Medical 

Event 

 
 

Services You May Need 

What You Will Pay  
 

Limitations, Exceptions, & Other Important Information Network Provider 

(You will pay the least) 

Out-of-N etw ork 

Provider (You will 

pay the most) 

 
 
 

 
If you visit a health 

care provider’s 

office or clinic 

 

Primary care visit to treat 

an injury or illness 

Designated Network: No 
Charge 

Network: $25 copay per 

visit, deduct ible does not 

apply 

 
 

50% coinsurance 

Virtual Visits - No Charge by a Designated Virtual Network 
Provider. No virtual coverage out-of-network . 

If you receive services in addition to office visit, additional 

copays, deduct ibles or coinsuranc e may apply e.g. surgery . 

 
Specialist visit 

$45 copay per visit, 

deduct ible does not 

apply 

 
50% coinsurance 

If you receive services in addition to office visit, additional 

copays, deduct ibles or coinsuranc e may apply e.g. surgery . 

Preventive care/screening/ 
immunization 

 
No Charge 

 
Not covered 

You may have to pay for services that aren’t preventive. Ask 
your provider if the services needed are preventive. Then 

check what your plan will pay for. No coverage out-of-netw ork . 

 
 
 

If you have a test 

 
 

Diagnost ic test (x-ray, 

blood work) 

 
 

20% coinsurance 

X-Ray: 

 
50% coinsuranc e 

Lab: 

 
Not covered 

 

Preauthor izat ion is required out-of-netw ork for certain services 

or benefit reduces to 50% of allowed amount. No coverage 

out-of-network for lab testing. 

Imaging (CT/PET scans, 
MRIs) 

20% coinsurance 50% coinsurance 
Preauthor izat ion is required out-of-network or benef it reduces 
to 50% of allowed amount. 
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* For more information about limitatio ns and exceptions, see the plan or policy document at welcometouhc.c o m. Page 3 of 7  

 
Common Medical 

Event 

 
 

Services You May Need 

What You Will Pay  
 

Limitations, Exceptions, & Other Important Information Network Provider 

(You will pay the least) 

Out-of-N etw ork 

Provider (You will 

pay the most) 

 
 
 
 
 

 
If you nee d drugs to  

treat your i l lness or  

condition 

More information 

about prescr ipt ion 

drug coverage is 
available at 

welcometouhc.c om 

 
 

Tier 1 - Your Lowest Cost 

Option 

Retail: $15 copay, 

deduct ible does not 
apply 

Mail-Order: $37.50 

copay, deductible does 

not apply 

 

Retail: $15 copay, 

deduct ible does not 
apply 

 
 

Provider means pharmacy for purposes of this section. 

Retail: Up to a 31 day supply. 

Mail-Order : Up to a 90 day supply or Preferred 90 Day Retail 

Network Pharmacy. 

You may need to obtain certain drugs, including certain 

specialty drugs, from a pharmac y designate d by us. Certain 
drugs may have a preauthoriz at ion requirem ent or may result 

in a higher cost. If you use an out-of-network pharmacy 

(including a mail order pharmacy) , you may be responsible for 

any amount over the allowed amount. 

Certain preventive medications (including certain 

contraceptives) are covered at No Charge. 

See the website listed for information on drugs covered by 

your plan. Not all drugs are covered. You may be required to 

use a lower-cost drug(s) prior to benefits under your policy 

being available for certain prescribed drugs. 

 
 

Tier 2 - Your Mid-Ran ge 

Cost Option 

Retail: $30 copay, 

deduct ible does not 

apply 

Mail-Order: $75 copay, 

deductible does not 

apply 

 

Retail: $30 copay, 

deduct ible does not 

apply 

 
 

Tier 3 - Your Mid-Ran ge 

Cost Option 

Retail: $50 copay, 

deduct ible does not 
apply 

Mail-Order: $125 copay, 

deductible does not 

apply 

 

Retail: $50 copay, 

deduct ible does not 
apply 

Tier 4 - Your Highest Cost 

Option 
Not Applicable Not Applicable 

 
If you have 

outpatient surgery 

Facility fee (e.g., 

ambulatory surgery 
center) 

 
20% coinsurance 

 
50% coinsurance 

Preauthor izat ion is required out-of-netw ork for certain services 

or benefit reduces to 50% of allowed amount. 

Physician/surgeon fees 20% coinsurance 50% coinsurance None 

 
 

If you need 

immediate medical 

attention 

Emergency room care 
$150 copay per visit then 

20% coinsurance 

*$150 copay per visit 

then 20% coinsura nc e 
*Network deductible applies. 

Emergency medical 

transportation 
20% coinsurance *20% coinsurance *Network deductible applies. 

 
Urgent Care 

$50 copay per visit, 
deduct ible does not 

apply 

 
50% coinsurance 

If you receive services in addition to Urgent care visit, 
additio nal copay s, deduct ibles or coinsuranc e may apply e.g. 

surgery. 
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* For more information about limitatio ns and exceptions, see the plan or policy document at welcometouhc.c o m. Page 4 of 7  

 
Common Medical 

Event 

 
 

Services You May Need 

What You Will Pay  
 

Limitations, Exceptions, & Other Important Information Network Provider 

(You will pay the least) 

Out-of-N etw ork 

Provider (You will 

pay the most) 

 
If you have a 

hospital stay 

Facility fee (e.g., hospital 

room) 
20% coinsurance 50% coinsuranc e 

Preauthor izat ion is required out-of-network or benefit reduces 

to 50% of allowed amount. 

Physician/surgeon fees 20% coinsurance 50% coinsuranc e None 

 
 

If you need mental 

health, behavioral 

health, or 

substance abuse 

services 

 
 

Outpatient services 

 
 

No Charge 

 
 

50% coinsuranc e 

Network Partial hospitalization/ intensive outpatient treatment: 

20% coinsurance. 
Preauthor izat ion is required out-of-netw ork for certain services 

or benefit reduces to 50% of allowed amount. 

See your policy or plan document for additional information 

about EAP benefits. 

 

Inpatient services 

 

20% coinsurance 

 

50% coinsuranc e 

Preauthor izat ion is required out-of-network or benefit reduces 
to 50% of allowed amount. 

See your policy or plan document for additional information 

about EAP benefits. 

 
 

 
If you are pregnant 

Office Visits No Charge 50% coinsuranc e Cost sharing does not apply for preventive services. 

Childbirth/delivery 
professional services 

 
20% coinsurance 

 
50% coinsuranc e 

Dependin g on the type of servic e a copay ment , coinsuranc e or 
deductible may apply. Maternity care may include tests and 

services described elsewhere in the SBC (i.e. ultrasound.). 

Childbirth/delivery facility 
services 

 
20% coinsurance 

 
50% coinsuranc e 

Inpatient Preauthorization applies out-of-network if stay 
exceeds 48 hours (C-Sect ion: 96 hours) or benefit reduces to 

50% of allowed amount. 
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* For more information about limitatio ns and exceptions, see the plan or policy document at welcometouhc.c o m. Page 5 of 7  

 
Common Medical 

Event 

 
 

Services You May Need 

What You Will Pay  
 

Limitations, Exceptions, & Other Important Information Network Provider 

(You will pay the least) 

Out-of-N etw ork 

Provider (You will 

pay the most) 

 
 
 
 
 
 
 
 

 
If you need help 

recovering or have 

other special health 

needs 

 
Home health care 

 
20% coinsurance 

 
50% coinsurance 

Limited to 130 visits per policy year. Preauthorization is 

required out-of-network or benefit reduces to 50% of allowed 
amount. 

 
 
Rehabilitation services 

 
$25 copay per visit, 

deduct ible does not 

apply 

 
 

50% coinsurance 

Limits per policy year: Physic al, Occupat ional, Speec h, 

Pulmonary: 20 visits each; Cardiac: 36 visits. 

 
No limits apply for treatment of Autism Spectrum Disorder 

Services or Neurodevelopmental therapy. 

 

Habilitative services 

$25 copay per visit, 

deduct ible does not 

apply 

 

50% coinsurance 

Services are provided under and and limits are combined with 

Rehabilitat ion Servic es above.No limits apply for treatment of 

Autism Spectrum Disorder Services or Neurodev elopm ental 

therapy. 

 

Skilled nursing care 

 

20% coinsurance 

 

50% coinsurance 

Limited to 60 days per policy year (combined with inpatient 

rehabilitation). 

Preauthor izat ion is required out-of-network or benefit reduces 

to 50% of allowed amount. 

Durable medical 

equipment 

 
20% coinsurance 

 
Not covered 

Covers 1 per type of DME (including repair/r e plac em ent) every 

1 year. 

No coverage out-of-network. 

 
Hospice services 

 
20% coinsurance 

 
50% coinsurance 

Preauthor izat ion  is required out-of-network bef ore admis sion  

for an Inpat ient Stay in a hospic e fac ility  or benef it r educ es to  

50% of allowed amount. 

 
If your child needs 

dental or eye care 

Children’s eye exam Not Covered Not Covered No coverage for Children’s eye exams. 

Children’s glasses Not Covered Not Covered No coverage for Children’s glasses. 

Children’s dental check-up Not Covered Not Covered No coverage for Children’s dental check-up. 
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* For more information about limitatio ns and exceptions, see the plan or policy document at welcometouhc.c o m. Page 6 of 7  

To see examples of how this plan might cover costs for a sample medical situation, see the next section. 

Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

• Bariatric surgery 

• Cosmetic Surgery 

• Dental Care 

• Glasses 

• Infertility Treatment 

• Long Term Care 

• Non-emergenc y care when traveling outside - 

the US 

• Private duty nursing 

• Routine Eye Care 

• Routine foot care - Except as covered for Diabetes 

• Weight loss programs 

 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

• Acupuncture Services - 12 visits per policy year 
• Chiroprac t ic (manipulativ e care) - 20 visits per 

policy year 
• Hearing aids - $5,000 per policy year 

Your Rights to Cont inue Coverage: There are agenc ies that can help if  you want to continue your coverage after it ends. The contact information for those agenc ies is: 

U.S. Departme nt of  Labor, Employ ee Benef its Security Administrat ion at 1-866-444-3272 or www.dol.gov /ebs a, or the U.S. Departme nt of Health and Human Services at 

1-877-267-23 23 x61565 or www.cc iio.c m s.gov . Other coverage options may be available to you too, including buying individual insuranc e coverage through the Health 
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. 

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 

grievanc e or appeal. For more information about your rights, look at the explanat ion of benefits you will receiv e for that medic al claim. Your plan documents also provide 

complete information on how to submit a claim, appeal, or a grievanc e for any reason to your plan. For more information about your rights, this notic e, or assistanc e, 
contact: the Member Service number listed on the back of your ID card or myuhc.c om or the Employ ee Benef its Security Administrat ion at 1-866-444-3 272 or dol.gov/ 

ebsa/healthreform or Washington Office of the Insurance Commissioner at 1-800-562-6900 or insurance.wa.gov. 

Does this plan provide Minimum Essential Coverage? Yes 

Minimum Essent ial Coverage generally includes plans, health insuranc e available through the Marketplac e or other individual market policies, Medic are, Medic aid, CHIP, 
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 

Does this plan meet the Minimum Value Standards? Yes 

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

Language Access Services: 

Spanish (Español): Para obtener asistencia en Español, llame al 1-866-633-2446. 

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-633-2446. 

  1-866-633-2446. 

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-633-2446. 
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The plan would be responsible for the other costs of these EXAMPLE covered servic es. Page 7 of 7  

Cost Sharing 

Deductibles $1,500 

Copayments $10 

Coinsurance $1,900 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $3,470 

 

Cost Sharing 

Deductibles $300 

Copayments $1,100 

Coinsurance $0 

What isn’t covered 

Limits or exclusions $0 

The total Joe would pay is $1,400 

 

Cost Sharing 

Deductibles $1,500 

Copayments $300 

Coinsurance $100 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $1,900 

 

 
This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deduc t ibles, 
copay ments and coinsuranc e) and excluded servic es under the plan. Use this informatio n to compare the portion of costs you might pay under dif ferent 
health plans. Please note these coverage examples are based on self-only coverage. 

About these Coverage Examples: 

 

   
 

The plan’s overall deductible $1,500 The plan’s overall deductible $1,500 The plan’s overall deductible $1,500 

Specialist copay $45 Specialist copay $45 Specialist copay $45 

Hospital (facility) coinsurance 20% Hospital (facility) coinsurance 20% Hospital (facility) coinsurance 20% 

Other coinsurance 20% Other coinsurance 20% Other coinsurance 20% 
 

This EXAMPLE event include s services like: 
Specialist office visits (pre-natal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnost ic tests (ultras ounds and blood work) 
Specialist visit (anesthesia) 

This EXAMPLE event includes services like: 
Primary care physician off ice visits (including diseas e 
education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

This EXAMPLE event includes services like: 
Emergency room care (including medic al supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

 

   

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay: 

$2,800 Total Example Cost Total Example Cost $5,600 

 

Total Example Cost $12,700 

 

 
Mia’s Simple Fracture 

(in-network emergency room visit and follow up care) 

 

Managing Joe’s type 2 Diabetes 
(a year of routine in-network care of a well- 

controlled condition) 

 
Peg is Having a Baby 

(9 months of in-network pre-natal care and a hospital 
delivery) 
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Dental Plan
New Standard/9P666/U90

50% 50%
50% 50%

50% 50% See Exclusions and Limitations section for benefit 
guidelines.

50% 50%

80% 80%
80% 80%

80% 80%
80% 80%

80% 80%

80% 80% See Exclusions and Limitations section for benefit 
guidelines.

100% 100%
100% 100%

100%

100% 100% See Exclusions and Limitations section for benefit 
guidelines.

100% 100%

See Exclusions and Limitations section for benefit 
guidelines.

100% 100%
100%

NETWORK PLAN PAYS**
NON-NETWORK PLAN 

PAYS***
BENEFIT GUIDELINES

None
No (In Network) No (Out Network)Annual deductible applies to preventive and diagnostic services

$1,000 per person per 
Calendar Year

$1,000 per person per 
Calendar Year

NON-ORTHODONTICS
NETWORK NON-NETWORK

$50 $50

03/13 ©2013-2014 United HealthCare Services, Inc

The Prenatal Dental Care (not available in WA) and Oral Cancer Screening programs are covered under this plan.

The material contained in the above table is for informational purposes only and is not an offer of coverage. Please note that the above table provides only a brief, general 

description of coverage and does not constitute a contract. For a complete listing of your coverage, including exclusions and limitations relating to your coverage, please 

refer to your Certificate of Coverage or contact your benefits administrator. If differences exist between this Summary of Benefits and your Certificate of Coverage/benefits 

administrator, the certificate/benefits administrator will govern. All terms and conditions of coverage are subject to applicable state and federal laws. State mandates 

regarding benefit levels and age limitations may supersede plan design features.

UnitedHealthcare Dental Options PPO Plan is either underwritten or provided by: United HealthCare Insurance Company, Hartford, Connecticut; United HealthCare 

Insurance Company of New York, Hauppauge, New York; Unimerica Insurance Company, Milwaukee, Wisconsin; Unimerica Life Insurance Company of New York, New 

York, New York or United HealthCare Services, Inc.

* Your dental plan provides that where two or more professionally acceptable dental treatments for a dental condition exist, your plan bases reimbursement on the least 
costly treatment alternative. If you and your dentist agreed on a treatment which is more costly than the treatment on which the plan benefit is based, you will be 
responsible for the difference between the fee for service rendered and the fee covered by the plan. In addition, a pre-treatment estimate is recommended for any service 
estimated to cost over $500; please consult your dentist.

**The network percentage of benefits is based on the discounted fees negotiated with the provider.
***The non-network percentage of benefits is based on the usual and customary fees in the geographic areas in which the expenses are incurred.

Veneers are only covered when a filling cannot restore a tooth.  For a complete description and coverage levels for Veneers, please refer to your Certificate of Coverage.
Cone Beams are limited to combined captured and interpretation treatment codes only.  For a complete description and coverage levels for Cone Beams, please refer to 
your Certificate of Coverage.

In accordance with the Illinois state requirement, a partner in a Civil Union is included in the definition of Dependent.  For a complete description of Dependent Coverage, 
please refer to your Certificate of Coverage.

Inlays/Onlays/Crowns

Dentures and Removable Prosthetics
Fixed Partial Dentures (Bridges)
Implants

MAJOR SERVICES

Endodontics

Oral Surgery (incl. surgical extractions)
Periodontics

Emergency Treatment/General Services
Simple Extractions

Restorations (Amalgams or Composite)

BASIC SERVICES

Prophylaxis (Cleaning)

Fluoride Treatment (Preventive)
Sealants
Space Maintainers

Radiographs
Lab and Other Diagnostic Tests
PREVENTIVE SERVICES

DIAGNOSTIC SERVICES

Periodic Oral Evaluation 100% 100%

Individual Annual Deductible

Family Annual Deductible

Maximum (the sum of all Network and Non-Network benefits will not exceed 
Annual maximum)

New enrollee's waiting period

COVERED SERVICES *

$150 $150

UnitedHealthcare Insurance Company (30100)®

Contributory Options PPO 30 / covered dental services

 33609273-03 - 1/31/2020
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UnitedHealthcare/Dental Exclusions and Limitations
Dental Services described in this section are covered when such services are:
A. Necessary;
B. Provided by or under the direction of a Dentist or other appropriate provider as specifically described;
C. The least costly, clinically accepted treatment, and
D. Not excluded as described in the Section entitled. General Exclusions.

GENERAL LIMITATIONS

1
2
3

4
5
6
7

8
9
10
11
12
13
14

15
16
17

18
19
20

21

22

23
24
25
26
27

28

29

OSSEOUS GRAFTS  Limited to 1 per quadrant or site per consecutive 36 months.
PERIODONTAL SURGERY  Hard tissue and soft tissue periodontal surgery are limited to 1 quadrant or site per consecutive 36 months per surgical area.

REPLACEMENT OF COMPLETE DENTURES, FIXED OR REMOVABLE PARTIAL DENTURES, CROWNS, INLAYS OR ONLAYS  Replacement of complete 
dentures, fixed or removable partial dentures, crowns, inlays or onlays previously submitted for payment under the plan is limited to 1 time per consecutive 60 
months from initial or supplemental placement. This includes retainers, habit appliances, and any fixed or removable interceptive orthodontic appliances.

CONE BEAM  Limited to 1 time per consecutive 60 months.

RELINING AND REBASING DENTURES  Limited to relining/rebasing performed more than 6 months after the initial insertion. Limited to 1 time per consecutive 12 
months.
REPAIRS TO FULL DENTURES, PARTIAL DENTURES, BRIDGES  Limited to repairs or adjustments performed more than 12 months after the initial insertion. 
Limited to 1 per consecutive 6 months.
PALLIATIVE TREATMENT  Covered as a separate benefit only if no other service, other than the exam and radiographs, were performed on the same tooth during 
the visit.
OCCLUSAL GUARDS  Limited to 1 guard every consecutive 36 months and only covered if prescribed to control habitual grinding.
FULL MOUTH DEBRIDEMENT  Limited to 1 time every consecutive 36 months.
GENERAL ANESTHESIA  Covered only when clinically necessary.

SEDATIVE FILLINGS  Covered as a separate benefit only if no other service, other than x-rays and exam, were performed on the same tooth during the visit.

SCALING AND ROOT PLANING  Limited to 1 time per quadrant per consecutive 24 months.
ROOT CANAL THERAPY  Limited to 1 time per tooth per lifetime.
PERIODONTAL MAINTENANCE  Limited to 2 times per consecutive 12 months following active or adjunctive periodontal therapy, exclusive of gross debridement.

FULL DENTURES  Limited to 1 time every consecutive 60 months. No additional allowances for precision or semi-precision attachments.
PARTIAL DENTURES  Limited to 1 time every consecutive 60 months. No additional allowances for precision or semi-precision attachments.

SEALANTS  Limited to covered persons under the age of 16 years, and once per first or second permanent molar every consecutive 36 months.
RESTORATIONS (Amalgam or Composite)  Multiple restorations on one surface will be treated as a single filling.
PIN RETENTION  Limited to 2 pins per tooth; not covered in addition to cast restoration.
INLAYS, ONLAYS, AND VENEERS  Limited to 1 time per tooth per consecutive 60 months. Covered only when a filling cannot restore the tooth.
CROWNS  Limited to 1 time per tooth per consecutive 60 months. Covered only when a filling cannot restore the tooth.
POST AND CORES  Covered only for teeth that have had root canal therapy.

COMPLETE SERIES OR PANOREX RADIOGRAPHS  Limited to 1 time per consecutive 36 months.
BITEWING RADIOGRAPHS  Limited to 1 series of films per calendar year.
EXTRAORAL RADIOGRAPHS  Limited to 2 films per calendar year.
DENTAL PROPHYLAXIS  Limited to 2 times per consecutive 12 months.
FLUORIDE TREATMENTS  Limited to covered persons under the age of 16 years, and limited to 2 times per consecutive 12 months.
SPACE MAINTAINERS  Limited to covered persons under the age of 16 years, limited to 1 per consecutive 60 months. Benefit includes all adjustments within 6 
months of installation.

PERIODIC ORAL EVALUATION  Limited to 2 times per consecutive 12 months.

 33609273-03 - 1/31/2020
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GENERAL EXCLUSIONS

The following are not covered:
1
2
3

4

5
6
7

8
9
10

11

12

13
14
15
16

17
18
19
20

21

22
23
24
25

Dental Services otherwise Covered under the Policy, but rendered after the date individual Coverage under the Policy terminates, including Dental Services for 
dental conditions arising prior to the date individual Coverage under the Policy terminates.
Acupuncture; acupressure and other forms of alternative treatment, whether or not used as anesthesia.
Orthodontic Services.
Foreign Services are not Covered unless required as an Emergency.
Dental Services received as a result of war or any act of war, whether declared or undeclared or caused during service in the armed forces of any country.

Fixed or removable prosthodontic restoration procedures for complete oral rehabilitation or reconstruction.
Attachments to conventional removable prostheses or fixed bridgework. This includes semi-precision or precision attachments associated with partial dentures, 
crown or bridge abutments, full or partial overdentures, any internal attachment associated with an implant prosthesis, and any elective endodontic procedure 
related to a tooth or root involved in the construction of a prosthesis of this nature.
Procedures related to the reconstruction of a patient's correct vertical dimension of occlusion (VDO).
Occlusal guards used as safety items or to affect performance primarily in sports-related activities.
Placement of fixed partial dentures solely for the purpose of achieving periodontal stability.
Services rendered by a provider with the same legal residence as a Covered Person or who is a member of a Covered Person's family, including spouse, brother, 
sister, parent or child.  This exclusion does not apply for groups sitused in the state of Arizona, in order to comply with state regulations.

Setting of facial bony fractures and any treatment associated with the dislocation of facial skeletal hard tissue.
Treatment of benign neoplasms, cysts, or other pathology involving benign lesions, except excisional removal. Treatment of malignant neoplasms or Congenital 
Anomalies of hard or soft tissue, including excision.
Replacement of complete dentures, fixed and removable partial dentures or crowns if damage or breakage was directly related to provider error. This type of 
replacement is the responsibility of the Dentist. If replacement is Necessary because of patient non-compliance, the patient is liable for the cost of replacement.

Services related to the temporomandibular joint (TMJ), either bilateral or unilateral. Upper and lower jaw bone surgery (including that related to the 
temporomandibular joint). No Coverage is provided for orthognathic surgery, jaw alignment, or treatment for the temporomandibular joint.
Charges for failure to keep a scheduled appointment without giving the dental office 24 hours notice.
Expenses for Dental Procedures begun prior to the Covered Person becoming enrolled under the Policy.

Any Dental Procedure performed solely for cosmetic/aesthetic reasons. (Cosmetic procedures are those procedures that improve physical appearance.)

Reconstructive surgery, regardless of whether or not the surgery is incidental to a dental disease, injury, or Congenital Anomaly, when the primary purpose is to 
improve physiological functioning of the involved part of the body.
Any Dental Procedure not directly associated with dental disease.
Any Dental Procedure not performed in a dental setting.
Procedures that are considered to be Experimental, Investigational or Unproven. This includes pharmacological regimens not accepted by the American Dental 
Association (ADA) Council on Dental Therapeutics. The fact that an Experimental, Investigational or Unproven Service, treatment, device or pharmacological 
regimen is the only available treatment for a particular condition will not result in Coverage if the procedure is considered to be Experimental, Investigational or 
Unproven in the treatment of that particular condition.
Drugs/medications, obtainable with or without a prescription, unless they are dispensed and utilized in the dental office during the patient visit.

Dental Services that are not Necessary.
Hospitalization or other facility charges.

 33609273-03 - 1/31/2020
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Vision Benefit Summary

Customer Service and Provider Locator: (800) 638-3120

myuhcvision.com

Ballard Management Inc

Benefit Plan Year  04/01/2020 - 03/31/2022

UnitedHealthcare vision has been trusted for more than 50 years to deliver affordable, innovative vision care solutions to the nation’s leading 
employers through experienced, customer-focused people and the nation’s most accessible, diversified vision care network.
In-network, covered-in-full benefits (up to the plan allowance and after applicable copay) include a comprehensive exam, eyeglasses with standard 
single vision, lined bifocal, lined trifocal, or lenticular lenses, standard scratch-resistant coating and the frame, or contact lenses in lieu of eyeglasses. 
Members age 0-12 are eligible for a 2nd exam. Members age 0-12 are also eligible for a replacement frame and lenses if they have a prescription 
change of 0.5 diopter or more. The 2nd exam and replacement benefits are the same as the initial exam, frame and lens benefits.

Rates Exam with Materials(Monthly)

Employee $7.02 

Employee + Spouse $13.33 

Employee + Child(ren) $15.64 

Employee + Family $22.02 

Benefit Frequency

Comprehensive Exam(s) Once every 12 months

Spectacle Lenses Once every 12 months

Frames Once every 12 months

Contact Lenses in Lieu of Eyeglasses Once every 12 months

In-Network Services

Copays

Exam(s) $ 10.00

$ 25.00Materials

Frame Benefit (for frames that exceed the allowance, an additional 30% discount may be applied to the overage)¹

Private Practice Provider $200.00 retail frame allowance

Retail Chain Provider $200.00 retail frame allowance

Lens Options

Standard Scratch-resistant Coating,Polycarbonate Lenses for Dependent Children (up to age 19)  - covered in full.
Other optional lens upgrades may be offered at a discount. Based on state guidelines, lens materials and options may not be available at 
these discounted prices at all provider locations. Please ask your provider for details. The Lens Options list can be found at myuhcvision.com.

Contact Lens Benefit² (Formulary contact lenses refer to contact lenses available on our formulary contact list. Contact lenses not on this list are 
referred to as Non-Formulary. A copy of the list can be found at myuhcvision.com).

Formulary contact lenses
The fitting/evaluation fees, contact lenses, and up to two 
follow-up visits are covered in full after copay (if applicable).

If you choose disposable contacts, up to 8 
boxes are included when obtained from 
an in-network provider.

Non-Formulary contact lenses
An allowance is applied toward the purchase of contact 
lenses outside the Formulary. Material copay (if applicable) 
is waived. 

$200.00

{@Bullet} Necessary contact lens  3Necessary contact lenses Covered in full after copay (if applicable).

Out-of-Network Reimbursements (Copays do not apply)

Exam(s) Up to $40.00

Frames Up to $45.00

Single Vision Lenses Up to $40.00

Lined Bifocal Lenses Up to $60.00

Lined Trifocal Lenses Up to $80.00

Lenticular Lenses Up to $80.00

Elective Contacts in Lieu of Eyeglasses² Up to $200.00
{@Bullet} Necessary conta                                                3Necessary Contacts in Lieu of Eyeglasses Up to $210.00

19



Discounts

Laser vision
UnitedHealthcare offers members access to discounted laser vision correction providers. Members can receive discounts on laser 
vision correction procedures. For more information, visit myuhcvision.com.

Additional Material
At a participating in-network provider you will receive up to a 20% discount on an additional pair of eyeglasses or contact lenses. This 
program is available after your vision benefits have been exhausted. Please note that this discount shall not be considered insurance, 
and that UnitedHealthcare shall neither pay nor reimburse the provider or member for any funds owed or spent. Additional materials do 
not have to be purchased at the time of initial material purchase. 

Hearing Aids
As a UnitedHealthcare vision plan member, you can save on custom-programmed hearing aids when you buy them from 
UnitedHealthcare Hearing. To find out more go to UHCHearing.com. When placing your order use promo code MYVISION to get the 
special price discount.

{@Bullet} Necessary conta        5
Exam and Materials Covered by 

UnitedHealthcare Vision Plan
Estimated Cost 

Without a Vision Plan
Less Employee 

Cost
Total Savings with 

UnitedHealthcare Vision

{@Bullet} Necessary contact   6

{@Bullet} Necessary cont7

Employee Only
Exam, Single Vision & Covered-in-Full Frames

$275.00 $102.39 $172.61 

Employee + Spouse
Exam, Single Vision & Covered-in-Full Frames

$550.00 $197.97 $352.03 

Exam, Single Vision & Covered-in-Full Frames
Employee + Child(ren) $825.00 $255.14 $569.86 

Employee + Family
Exam, Single Vision & Covered-in-Full Frames

$1,100.00 $351.39 $748.61 

¹30% discount available at most participating in-network provider locations. May exclude certain frame manufacturers. Please verify all discounts with your provider.
²Contact lenses are in lieu of eyeglass lenses and/or eyeglass frames. Coverage for Formulary contact lenses does not apply at Costco, Walmart or Sam's Club 

locations. The allowance for Non-Formulary contact lenses applies to materials. No portion will be exclusively applied to the fitting and evaluation.
³Necessary contact lenses are determined at the provider's discretion for one or more of the following conditions: Following cataract surgery without intraocular lens 

implant; to correct extreme vision problems that cannot be corrected with eyeglass lenses and/or frames; with certain conditions such as anisometropia, 
keratoconus, irregular corneal/astigmatism, aphakia, pathological myopia, aniseikonia, aniridia, facial deformity, or corneal deformity. If your provider considers 
your contacts necessary, you should ask your provider to contact UnitedHealthcare vision confirming the reimbursement that UnitedHealthcare will make before 
you purchase such contacts. 

4
Actual tax savings will depend upon your individual tax bracket.

5
Approximate retail value illustrated: Exam & Refraction ($65), Single Vision Lenses ($80), and Frames ($130). Average retail cost may vary by provider.

6
For purposes of this calculation, Employee + Child(ren) is calculated with three (3) members.

7
For purposes of this sample calculation, Employee + Family is calculated with four (4) members.
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• Always identify yourself as a UnitedHealthcare vision member when making your appointment. This will assist the provider in obtaining
your benefit information.

• Your participating provider will help you determine which contact lenses are available in the UnitedHealthcare Formulary.
• Your $200.00 contact lens allowance applies to materials. No portion will be exclusively applied to the fitting and evaluation. Your material

copay is waived when purchasing Non-Formulary contacts.
• Patient options such as UV coating, progressive lenses, etc., which are not covered-in-full, may be available at a discount at participating

providers. Based on state guidelines, lens materials and options may not be available at these discounted prices at all provider locations.
Please ask your provider for details. The Lens Options list can be found at myuhcvision.com.

Important to Remember:

In-Network

Choice and Access of Vision Care Providers

UnitedHealthcare offers its vision program through a national network including both private practice and retail chain providers. To access the 
Provider Locator service or for a printed directory, visit our website myuhcvision.com or call (800) 638-3120, 24 hours a day, seven days a 
week. You may also view your benefits, search for a provider or print an ID card online at myuhcvision.com.
Retain this UnitedHealthcare vision benefit summary which includes detailed benefit information and instructions on how to use the program.
Please refer to your Certificate of Coverage for a full explanation of benefits.
In-Network Provider - Copays and non-covered patient options are paid to provider by program participant at the time of service.
Out-of-Network Provider - Participant pays all billed charges to the provider, and UnitedHealthcare reimburses the participant for services 
rendered up to the maximum allowance. Copays do not apply to out-of-network benefits. Receipts for payments should be submitted within 90 
days after the date of service to the following address: UnitedHealthcare Vision, Attn. Claims Department, P.O. Box 30978, Salt Lake City, UT 
84130. If it was not reasonably possible to give written proof in the time required, the Company will not reduce or deny the claim for this reason. 
However, proof must be filed as soon as reasonably possible, but no later than 1 year after the date of service unless the Covered Person was 
legally incapacitated.

Customer Service is available toll-free at (800) 638-3120 from 8:00 a.m. to 11:00 p.m. Eastern Time Monday through Friday, 
and 9:00 a.m. to 6:30 p.m. Eastern Time on Saturday.

This Benefit Summary is intended only to highlight your benefits and should not be relied upon to fully determine coverage. This benefit plan 
may not cover all of your healthcare expenses. More complete descriptions of benefits and the terms under which they are provided are 
contained in the certificate of coverage that you will receive upon enrolling in the plan. If this Benefit Summary conflicts in any way with the 
Policy issued to your employer, the Policy shall prevail.

02/20   © 2020 United HealthCare Services, Inc. 

UnitedHealthcare vision coverage provided by or through UnitedHealthcare Insurance Company, located in Hartford, Connecticut, UnitedHealthcare Insurance 
Company of New York, located in Islandia, New York, or its affiliates. Administrative services provided by Spectera, Inc., United HealthCare Services, Inc. or their affiliates. 
Plans sold in Texas use policy form number VPOL.18.TX or VPOL.18TX and associated COC form number VCOC.INT.18.TX or VCOC.CER.18.TX. Plans sold in 
Virginia use policy form number VPOL.18.VA or VPOL.18.VA and associated COC form number VCOC.INT.18.VA or VCOC.CER.18.VA. If you opt to receive vision care 
services or vision care materials that are not covered benefits under this plan, a participating vision care provider may charge you their normal fee for such services or 
materials. Prior to providing you with vision care services or vision care materials that are not covered benefits, the vision care provider will provide you with an estimated 
cost for each service or material upon your request. This cost may be higher than if you had received only covered vision services and you may incur addition 
out-of-pocket expenses. Eyewear materials may be ordered through the Spectera Eyecare Networks lab network with which UnitedHealthcare has a business 
relationship.

NCA-03C (v3.3)0011400001wWW2PAAW VH555 23012968-4-1-8-N-S 04/01/2020 - 03/31/202204/01/2020
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Resources  |  Employee Assistance Program

When life gets 
challenging, 
you’ve got caring, 
confidential help.
If you need guidance navigating mental health, 
financial or legal concerns, take advantage of  
the Employee Assistance Program (EAP) for  
24/7 support — at no extra cost.

Call the member phone number on your health plan ID card and ask to speak to an EAP consultant. 
Or, contact EAP directly 24/7 at 1-888-887-4114.

It’s good to know you’re not alone. 
Reaching out to an EAP consultant is a good first step. They’re trained to understand your 
concerns so they can connect you with the consultant or service best able to help you:

• Address depression, anxiety or substance use issues.

• Improve relationships at home or work.

• Manage stress.

• Work through emotional issues or grief.

• Assistance with legal and financial concerns.

One call puts you in touch with 
a clinician, counselor, mediator, 
lawyer or financial adviser who  
could help change your life for  
the better.

  Facebook.com/UnitedHealthcare   Twitter.com/UHC   Instagram.com/UnitedHealthcare   YouTube.com/UnitedHealthcare

The material provided through this program is for informational purposes only. EAP staff cannot diagnose problems or suggest treatment. EAP is not a substitute for your doctor’s care. Employees are encouraged to discuss with 
their doctor how the information provided may be right for them. Your health information is kept confidential in accordance with the law. EAP is not an insurance program and may be discontinued at any time. Due to the potential 
for a conflict of interest, legal consultation will not be provided on issues that may involve legal action against UnitedHealthcare or its affiliates, or any entity through which the caller is receiving these services directly or indirectly 
(e.g., employer or health plan). This program and its components may not be available in all states or for all group sizes and is subject to change. Coverage exclusions and limitations may apply.

Insurance coverage provided by or through UnitedHealthcare Insurance Company or its affiliates. Administrative services provided by United HealthCare Services, Inc. or their affiliates.

B2C   9925915.0   11/19   ©2019 United HealthCare Services, Inc.   19-13991
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Important Notice About Your Prescription Drug Coverage and Medicare 
 

Please read this notice carefully and keep it where you can find it. This notice has information about your current 
prescription drug coverage with your company and about your options under Medicare’s prescription drug 
coverage and can help you decide whether you want to join a Medicare drug plan. Information about where you 
can get help to make decisions about your prescription drug coverage is at the end of this notice. 

 
There are two important things you need to know about your current coverage and Medicare’s prescription 
drug coverage: 

 
1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this 

coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or 
PPO) that offers prescription drug coverage.  

 
2. Your company has determined that the prescription drug coverage offered by the medical plan is, on average, 

expected to pay out as much as standard Medicare prescription drug coverage pays and is therefore 
considered Creditable Coverage. Because your existing coverage is Creditable Coverage, you can keep this 
coverage and not pay a higher premium (a penalty) if you later decide to join a Medicare drug plan. 

 

When Can You Join A Medicare Drug Plan? 
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 
15th to December 7th.  However, if you lose your current creditable prescription drug coverage, through no fault 
of your own, you will also be eligible for a 2 month Special Enrollment Period to join a Medicare drug plan. 
 

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan? 
If you decide to join a Medicare drug plan, your current your company coverage will not be affected. You can keep 
this coverage if you elect part D and this plan will coordinate with Part D coverage.  If you do decide to join a 
Medicare drug plan and drop your current your company coverage, be aware that you and your dependents will not 
be able to get this coverage back until open enrollment. 

 
When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan? 
You should also know that if you drop or lose your current coverage with your company and don’t join a 
Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a higher 
premium (a penalty) to join a Medicare drug plan later. 

 
If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go 
up by at least 1% of the Medicare base beneficiary premium per month for every month that you did not have that 
coverage. For example, if you go 19 months without creditable coverage, your premium may consistently be at least 
19% higher than the Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) if 
you have Medicare prescription drug coverage and you may have to wait until the following October to join. 

 
For More Information About This Notice Or Your Current Prescription Drug Coverage… 
Contact Human Resources.  NOTE: You’ll get this notice each year. You will also get it before the next period you 
can join a Medicare drug plan, and if this coverage through your company changes. You also may request a copy 
of this notice at any time. 

 

For More Information About Your Options Under Medicare Prescription Drug Coverage… 
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” 
handbook. You’ll get a copy of the handbook in the mail every year from Medicare.  You may also be contacted 
directly by Medicare drug plans. 

 

For more information about Medicare prescription drug coverage: Visit 

www.medicare.gov 
     Call your State Health Insurance Assistance Program  

   Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. 

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For 
information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at 1-800-
772-1213 (TTY 1-800-325-0778). 
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Premium Assistance Under Medicaid and the 
Children’s Health Insurance Program (CHIP)  

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, 
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or 
CHIP programs.  If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these 
premium assistance programs but you may be able to buy individual insurance coverage through the Health Insurance 
Marketplace.  For more information, visit www.healthcare.gov

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your 
State Medicaid or CHIP office to find out if premium assistance is available.   

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your 
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-
KIDS NOW or www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if it has a program 
that might help you pay the premiums for an employer-sponsored plan.   

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your 
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  This is 
called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined 
eligible for premium assistance.  If you have questions about enrolling in your employer plan, contact the 
Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 

If you live in one of the following states, you may be eligible for assistance paying your employer health 
plan premiums.  The following list of states is current as of January 31, 2020.  Contact your State for more 
information on eligibility – 

ALABAMA – Medicaid COLORADO – Health First Colorado 
(Colorado’s Medicaid Program) & Child 

Health Plan Plus (CHP+)
Website: http://myalhipp.com/
Phone: 1-855-692-5447

Health First Colorado Website: 
https://www.healthfirstcolorado.com/
Health First Colorado Member Contact Center: 
1-800-221-3943/ State Relay 711
CHP+: https://www.colorado.gov/pacific/hcpf/child-
health-plan-plus
CHP+ Customer Service: 1-800-359-1991/ State Relay 
711

ALASKA – Medicaid FLORIDA – Medicaid 
The AK Health Insurance Premium Payment Program 
Website:  http://myakhipp.com/  
Phone:  1-866-251-4861 
Email:  CustomerService@MyAKHIPP.com  
Medicaid Eligibility:  
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx 

Website: http://flmedicaidtplrecovery.com/hipp/ 
Phone: 1-877-357-3268 

ARKANSAS – Medicaid GEORGIA – Medicaid 
Website: http://myarhipp.com/ 
Phone: 1-855-MyARHIPP (855-692-7447) 

Website: https://medicaid.georgia.gov/health-insurance-
premium-payment-program-hipp 
Phone: 678-564-1162 ext 2131 

CALIFORNIA – Medicaid INDIANA – Medicaid
Website: 
https://www.dhcs.ca.gov/services/Pages/TPLRD_CAU_co
nt.aspx 
Phone: 1-800-541-5555 

Healthy Indiana Plan for low-income adults 19-64 
Website: http://www.in.gov/fssa/hip/ 
Phone: 1-877-438-4479 
All other Medicaid 
Website: http://www.indianamedicaid.com 
Phone 1-800-403-0864 24
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IOWA – Medicaid and CHIP (Hawki) NEBRASKA – Medicaid
Medicaid Website:  
https://dhs.iowa.gov/ime/members
Medicaid Phone: 1-800-338-8366 
Hawki Website:  
http://dhs.iowa.gov/Hawki 
Hawki Phone: 1-800-257-8563 

Website:  http://www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633 
Lincoln: 402-473-7000 
Omaha: 402-595-1178 

KANSAS – Medicaid NEVADA – Medicaid
Website:  http://www.kdheks.gov/hcf/default.htm
Phone:  1-800-792-4884

Medicaid Website:  http://dhcfp.nv.gov
Medicaid Phone:  1-800-992-0900

KENTUCKY – Medicaid NEW HAMPSHIRE – Medicaid
Kentucky Integrated Health Insurance Premium Payment 
Program (KI-HIPP) Website: 
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328 
Email: KIHIPP.PROGRAM@ky.gov

KCHIP Website:
https://kidshealth.ky.gov/Pages/index.aspx
Phone: 1-877-524-4718 

Kentucky Medicaid Website: https://chfs.ky.gov

Website: https://www.dhhs.nh.gov/oii/hipp.htm
Phone: 603-271-5218 
Toll free number for the HIPP program: 1-800-852-3345, 
ext 5218 

LOUISIANA – Medicaid NEW JERSEY – Medicaid and CHIP
Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-618-
5488 (LaHIPP)  

Medicaid Website:  
http://www.state.nj.us/humanservices/ 
dmahs/clients/medicaid/
Medicaid Phone: 609-631-2392 
CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710 

MAINE – Medicaid NEW YORK – Medicaid
Website: http://www.maine.gov/dhhs/ofi/public-
assistance/index.html
Phone: 1-800-442-6003 
TTY: Maine relay 711 

Website: https://www.health.ny.gov/health_care/medicaid/
Phone: 1-800-541-2831 

MASSACHUSETTS – Medicaid and CHIP NORTH CAROLINA – Medicaid 
Website: 
http://www.mass.gov/eohhs/gov/departments/masshealth/
Phone: 1-800-862-4840 

Website:  https://medicaid.ncdhhs.gov/
Phone:  919-855-4100 

MINNESOTA – Medicaid NORTH DAKOTA – Medicaid 
Website: 
https://mn.gov/dhs/people-we-serve/children-and-
families/health-care/health-care-programs/programs-and-
services/medical-assistance.jsp [Under ELIGIBILITY tab, 
see “what if I have other health insurance?”] 
Phone: 1-800-657-3739 

Website: 
http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-844-854-4825 

MISSOURI – Medicaid OKLAHOMA – Medicaid and CHIP 
Website: 
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005 

Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742 

MONTANA – Medicaid OREGON – Medicaid
Website: 
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084 

Website: http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
Phone: 1-800-699-9075 
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PENNSYLVANIA – Medicaid RHODE ISLAND – Medicaid and CHIP
Website: 
https://www.dhs.pa.gov/providers/Providers/Pages/Medical
/HIPP-Program.aspx
Phone: 1-800-692-7462 

Website: http://www.eohhs.ri.gov/
Phone: 1-855-697-4347, or 401-462-0311 (Direct RIte 
Share Line) 

SOUTH CAROLINA – Medicaid VIRGINIA – Medicaid and CHIP
Website: https://www.scdhhs.gov
Phone: 1-888-549-0820 

Website:  https://www.coverva.org/hipp/
Medicaid Phone:  1-800-432-5924 
CHIP Phone: 1-855-242-8282 

SOUTH DAKOTA - Medicaid WASHINGTON – Medicaid
Website: http://dss.sd.gov
Phone: 1-888-828-0059 

Website: https://www.hca.wa.gov/
Phone:  1-800-562-3022 

TEXAS – Medicaid WEST VIRGINIA – Medicaid
Website: http://gethipptexas.com/
Phone: 1-800-440-0493 

Website:  http://mywvhipp.com/
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

UTAH – Medicaid and CHIP WISCONSIN – Medicaid and CHIP
Medicaid Website: https://medicaid.utah.gov/
CHIP Website: http://health.utah.gov/chip
Phone: 1-877-543-7669 

Website:  
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
Phone: 1-800-362-3002 

VERMONT– Medicaid WYOMING – Medicaid
Website: http://www.greenmountaincare.org/
Phone: 1-800-250-8427 

Website: https://wyequalitycare.acs-inc.com/
Phone: 307-777-7531 

To see if any other states have added a premium assistance program since January 31, 2020, or for more information on 
special enrollment rights, contact either: 

U.S.  Department of Labor 
Employee Benefits Security Administration
www.dol.gov/agencies/ebsa
1-866-444-EBSA (3272)

U.S.  Department of Health and Human Services
 Centers for Medicare & Medicaid Services 

www.cms.hhs.gov
1-877-267-2323, Menu Option 4, Ext.  61565

Paperwork Reduction Act Statement 

According to the Paperwork Reduction Act of 1995 (Pub.  L.  104-13) (PRA), no persons are required to respond to a collection of 
information unless such collection displays a valid Office of Management and Budget (OMB) control number.  The Department 
notes that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, 
and displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless 
it displays a currently valid OMB control number.  See 44 U.S.C.  3507.  Also, notwithstanding any other provisions of law, no 
person shall be subject to penalty for failing to comply with a collection of information if the collection of information does not 
display a currently valid OMB control number.  See 44 U.S.C.  3512.   

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.  
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of 
information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security 
Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, 
Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. 

OMB Control Number 1210-0137 (expires 1/31/2023) 
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We do not treat members differently because of sex, age, race, color, disability or national origin.  
 

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil 

Rights Coordinator. 
Online: UHC_Civil_Rights@uhc.com 
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130 

 
You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with 
the decision, you have 15 days to ask us to look at it again. 
If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC) , TTY 711, 

Monday through Friday, 8 a.m. to 8 p.m. 
 

You can also file a complaint with the U.S. Dept. of Health and Human Services. 

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD) 
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201 

 
We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interp reter. To 
ask for help, please call the number contained within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday through Friday, 8 a.m. to 
8 p.m. 
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